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Clinical pitfalls: a painful nail 
enlargement
Editor
Alterations in the structure and appearance of the nail
unit may be seen in association with a variety of dermatological
disorders.1 Because of the limited number of reaction
patterns associated with the nail unit, many of the
changes that are seen, such as onycholysis, pitting and
subungual hyperkeratosis, are not speciﬁc. However, certain
clinical ﬁndings, especially when present in combination,
may be highly suggestive of a speciﬁc diagnosis or may
assist in limiting the differential diagnosis.
A 63-year-old woman was referred for the evaluation
of a painful enlargement and severe third left ﬁnger nail
deformity of 2 months’ duration. The lesion started at the
dorsal side of the proximal nail fold and migrated distally
toward the hyponychium.
Clinically, there was a greenish-blue discoloration asso-
ciated to severe onychodystrophy, massive subungual
hyperkeratosis causing uplifting of the nail plate and
partially onycholysis at the distal phalanx (ﬁg. 1).
The woman was otherwise in good general health, and
there was no involvement of other skin areas. A fungal
infection of the area was excluded by examination of a
potassium hydroxide preparation. Complete general physical
and mucocutaneous examination was done. Laboratory
evaluation was within normal limits. The patient refused
the nail biopsy. The risk of scarring and injuring the nail
matrix was unacceptable to her.
Ultrasonography (US; ﬁg. 2) with very high frequency
transducers (Esaote AU-4 Idea Biomedica, Genoa, Italy) of
the distal interphalangeal joint showed well-deﬁned
thickness of the nail matrix and nail bed. Hand X-ray ﬁlm
revealed acral lamellar periostitis; both were suggestive
of the diagnosis of nail psoriasis. Keratolytic agents
and topical Calcipotriol/betamethasone dipropionate were
administered. After 2 weeks of treatment, there was a
clear improvement conﬁrming the clinical and imaging
diagnosis.
Re-use of this article is permitted in accordance with the Creative
Commons Deed, Attribution 2·5, which does not permit commercial
exploitation.
ﬁg. 1 Advanced subungual hyperkeratosis resulting in uplifting of the nail
plate with distal nail bed, ‘oil spot’ involvement of nearly the entire nail bed
and hyponychial involvement.
ﬁg. 2 Real-time US using 13-MHZ linear probe; sonographic longitudinal
section of the distal interphalangeal joint showed well-deﬁned thickness of
the nail matrix and nail bed, with slight eye catching signal at power Dop-
pler, together with superﬁcial soft tissue thickening at the distal phalanx.Letters to the Editor
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Nail psoriasis can create diagnostic difﬁculties and may
remain undiagnosed for a long time. It occurs in 10% to
50% of psoriasis patients, particularly those with arthritis,
and about 1% to 5% of patients manifest nail changes
alone.2
This is the category of patients in whom the clinician
faces a formidable diagnostic challenge because psoriatic
nail disease resembles other causes of dystrophic nails.
Nail morphology in psoriasis depends upon the anatomical
location of the disease process.3
The chief complaint of patients with psoriasis is the
unsightliness of nails. They also battle lowered self-esteem,
feelings of being socially isolated, and the stress associated
with the unpredictable intervals of ﬂaring disease and
spontaneous remissions leading to signiﬁcant disﬁgurement
and disability. It is an often persistent disease and frequently
refractory to treatment. Topical treatments are barely
effective, and possible side-effects of systemic treatments
limit their usefulness in uncomplicated nail psoriasis.4
The diagnosis of nail psoriasis is usually straightfor-
ward when characteristic nail ﬁndings coexist with
cutaneous psoriasis.5 Diagnostic difﬁculty arises when
nail disease occurs as an isolated ﬁnding. Ungueal
psoriasis and onychomycosis, especially distal subungual
onychomycosis, are often indistinguishable by clinical
examination alone.
In our patient, the personal and family history, clinical
examination, the X-ray ﬁlm, dermatological sonography
and a strict clinical follow-up led us to make the right
diagnosis, thereby avoiding the biopsy. Dermatological
sonography of soft tissues should be done more widely
for the evaluation of nail psoriasis.6 This art requires a
great deal of training and experience to be practical, and
sometimes, it can substitute the microscopic examina-
tion.7,8 Advancements in technology will improve the
correlation of clinical ﬁndings with high frequency
ultrasound ﬁndings in the assessment of several skin
diseases.
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Lichen sclerosus et atrophicus of 
the lip: successful treatment with 
topical tacrolimus
Editor
A 54-year-old woman complained of an asymptomatic,
whitish macule on the lower lip of 3 years’ duration. She
smoked 20 cigarettes daily but denied histories of prior
trauma on this site. On physical examination, the whitish
macule on her inferior lip was slightly atrophic (ﬁg. 1a)
and slightly tender. A biopsied specimen showed that
the epithelium had become thinner, and moderate
liquefaction was found in the basal layers (ﬁg. 1b). The
most remarkable feature was the presence of homogenized
and hyalinized collagen bundles with marked oedema
in the upper dermis. Moderate patchy inﬁltration of
lymphocytes was seen in the mid-dermis. There were no